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The Limits of Narrative: Provocations for the Medical Humanities Narrative in the Field of Medicine: Six Uses, Five Debates, Seven
Dangers
The role of narrative in medicine, and its importance both to clinical practice and to understanding the illness experience, has expanded considerably in recent years. Across clinical disciplines, as well as in the medical humanities, medical sociology and anthropology, narrative is called upon to fulfil an increasingly wide range of functions.
First and foremost, narrative is understood to provide privileged access to the subjective experience of illness, and is frequently promoted as the primary vehicle through which the ill person can express her changing sense of self and identity, explore new social roles and gain membership of new communities [1] [2] [3] . Here, narrative is regarded as not merely expressive but as transformative and even therapeutic [4] [5] [6] .
Turning from patient to practitioner, narrative has long been valued for the insights it offers into the experience of all those who care for the sick [7] [8] [9] [10] , but more recently, and more radically, "narrative competence" has come to be seen as an essential skill in clinical diagnosis and treatment [11] [12] [13] . In the sphere of health research, narrative offers new methodologies for qualitative and quantitative studies of the illness experience [14] [15] [16] [17] , and at the societal level, narrative is seen by some to challenge the hegemony of naturalistic and biomedical approaches to illness and so provide the foundation for a new ethics and politics of healthcare [3] .
The difficulty of giving precise definitions of narrative [18, p. 1] -and reluctance of many to do so -further complicates the ways we can see it in operation in the field of medicine. Some have argued that the concept of narrative adds little but academic pretention to the experience-near and "probably universal" concept of "story." As Unni Wikan puts it: "people bleed stories, but academics gather narratives" [19, p. 217 ].
Others reserve the term "story" to denote a sequence of events which are then discursively rendered in "narratives," or argue that "stories" belong to the realm of the individual while "narratives" refer to the organizing culturally-variable frameworks through which stories are told [20, p. 12] . The concept of "narrativity" -the thick or thin, minimal or rich, quality of being narrative -raises further complications for plotting the relationship between narratives, stories and events [21] . Scholars working in sociology, narratology and psychology continue to debate whether "big" or "little" stories give us the richer insights into experience and identity [22] [23] [24] [25] [26] [27] [28] and whether the most valuable way of engaging with narrative is as "story-analysts" or "story-tellers" [17, [29] [30] [31] [32] [33] . Some anthropological accounts of narrative emphasise its performative, embodied, temporal, and interpersonal dimensions; others, following the lead of literary theory, adopt a more semiotic approach to the narrative as text [34, 35] . Amidst this diversity of perspectives, methodologies, and scholarly aims (and notwithstanding a few notable exceptions [29, 31, 36, 37] ) it is frequently the case that a person's narrative or story, however defined, is assumed to be coextensive with their subjective experience, their psychological health and indeed their very humanity.
With this in mind, it is not surprising that narrative should enjoy an exceptionally privileged role in medical humanities scholarship. Advocates for the use of narrative have a commitment to understanding the centrality of the illness experience in the medical treatment of disease, taking seriously stories of illness, and valuing the individual as the empowered author-narrator of her own story. These goals are, without doubt, commendable both in scholarly and practical terms. At the same time, and from a broadly sympathetic standpoint, I would argue that there are still some pressing questions -seven, to be precise -about the use of narrative in medical humanities scholarship which have yet to be comprehensively addressed and so require our sustained analytic attention.
(As I hope the reader will have already suspected, this delimitation of seven questions is itself something of a provocation. Any attempt to survey an interdisciplinary debate of this complexity in a single paper will be obliged to engage a kind of academic shorthand against which all sorts of very valid objections can be levelled. Of course, my intention here is not to present a definitive or otherwise closed set of conclusions, but rather to (re)ignite critical debate around these topics. I also wish to emphasise the relevance of this discussion to the medical humanities in its most inclusive sense: references to "narrative in medicine" or "narrative in the field of medicine" should be understood in the broadest possible terms to include all aspects of healthcare and the study of health and illness.)
The first so-called "ethical hazard" [38] routinely encountered in the study of narrative in medicine, albeit one that has been agonised over repeatedly, concerns the truth-value I think risks mistaking a specific form of primarily linguistic expression for the mastertrope of subjective experience. Related to this is the tendency for some authors to collapse distinctions between different narrative forms and contexts. Emphasising the continuities between, for example, hospital anecdotes, published autobiographies and diagnostic interviews, diverts attention away from systemic analysis of the diverse functions and effects of specific types of storytelling [36] . Fifth, and despite repeated efforts to present definitive typologies of illness narratives (as in [3, 42, 43, p. 1840] ), a sophisticated account of genre is largely absent from literary and semiotic approaches to medicine-related and illness narrative. Genre, with its three dimensions of formal organization, rhetorical structure and thematic content, is a universal feature of all textuality [44] , and a careful examination of how it enables and constrains the production of certain kinds of narratives in an array of medical and broader cultural contexts is, I would argue, overdue.
This leads in on to my sixth concern: that scholars and practitioners working with as someone with unique insight into an essentially private and emotionally rich inner world; as someone who possesses a drive for storytelling, and whose stories reflect and (re)affirm a sense of enduring, individual identity.
These last two dangers direct our attention to the philosophical foundations of narrative self-hood and identity and will be the focus of the rest of this paper. The literature on narrative and the self comes from psychology, philosophy, sociology, literary studies, anthropology, psychiatry and neuroscience; it encompasses memory, identity, ethics and emotions; and it seems to be growing exponentially [45] . Rather than attempt anything like an overview of this terrain, I want instead to concentrate on 7 philosopher Galen Strawson's "Against Narrativity" [46] , an article which remains at the high water mark of critiques of so-called "narrative orthodoxy." Although his central quarrel is with philosophers (as in [47] [48] [49] [50] [51] ), Strawson has in his sights the narrative turn across the humanities and social sciences, and his ideas have been taken up in disciplines as diverse as organisational studies, education, and life-writing. Passionate and polemical, "Against Narrativity" raises questions which go to the heart of narrative in medicine, but which have yet to be adequately addressed by scholars and practitioners in the medical humanities.
8 "Against Narrativity" "Against Narrativity" begins by identifying two major currents in the tide of interdisciplinary interest in narrative: (i) the psychological narrativity thesis, which holds "that human beings typically see or live or experience their lives as a narrative or story of some sort," and (ii) the ethical narrativity thesis, which "states that experiencing or conceiving one's life as a narrative is a good thing; a richly Narrative outlook is essential to a well-lived life, to true or full personhood" [46, The aspiration to explicit Narrative self-articulation is natural for some -for some, perhaps, it may even be helpful -but in others it is highly unnatural and ruinous. My guess is that it almost always does more harm than good -that the Narrative tendency to look for story or narrative coherence in one's life is, in general, a gross hindrance to self-understanding: to a just, general, practically real sense, implicit or explicit, of one's nature. [46, p. 447] "Against Narrativity" and the Medical Humanities familial, professional) contexts. As I discuss in detail elsewhere [57] , the sparks that fly from the collision of these diametrically opposed views have the potential to (re)ignite long-smouldering debates about the embodied and social significance of illness as well as its temporality. Strawson bizarrely asserts that "the fundamentals of temporal temperament are genetically determined," while conceding that "one's exact position in Episodic/Diachronic/Narrative/non-Narrative state-space may vary significantly over time" [46, p. 431] . How, and to what extent, does illness alter our temporal and hence narrative orientation? Does illness propel us in the direction of diachronicity, forcing us to mourn a healthy past which cannot be recuperated and a future which feels more fraught, more finite? Or is it the case that illness demands instead that we attend to the right now, either because pain returns us to the immediacy of the body, or because the uncertainty of the future encourages us to invest more intensely in the self-experience of the present? While it seems reasonable to suggest that illness significantly disrupts temporal self-experience [58, 59 ]; Strawson's work forces us to question whether narrative should remain the privileged form for the interpretation or restitution of that self-experience.
We need not necessarily follow Strawson in the wholesale rejection of the psychological and ethical narrativity theses to realise that there is much to be gained by challenging the assumption of their ubiquity and universality. Narrative is not, and never has been, innocent; it is not, and never has been, inherently oriented towards the good. A major shift in Frank's own work has been to foreground the dangers inherent in stories and storytelling [60] , but for me an even more pressing concern is the assumption of an innate a-historical narrative identity upon which his work ( In describing our project as narrative, we are reifying a Western, arguably middle and upper class, concept as a universal mode of shaping and articulating subjective experience. The narrative metaphor has wide intellectual currency in our literature culture where autobiographies and memoirs are common technologies for organizing experience, making known our insides, and carving out a place for ourselves in the social world. These vehicles are accepted and available in our daily life, that's why the metaphor is so compelling.
Our mistake was to think that everyone must be like us. Can we do without narrative? Should we discourage patients and doctors from telling stories? Should we view with suspicion anyone whose sense of self is articulated in narrative terms? Of course not. I am not suggesting that we somehow "do away" with narrative. What I am suggesting is that scholars in the medical humanities can do more to denaturalise narrative, to acknowledge not only that different cultures (including familial, institutional, and professional cultures) will tell and find meaningful different kinds of stories, but also, more fundamentally, that the attachment to and valorisation of narrativity is not universally shared [67] .
Beyond Narrative? Just as fragments of poetry can be written with no overarching narrative, or only the briefest strand hinted at, so can we articulate our suffering without appeal to elaborate stories of origins, motives, obstacles, and change. Instead, we may create metaphors that lack the larger temporal structure of narrative but are no less persistent and powerful. Such fragments of poetic thought may be the building blocks of narrative: moments of evocative and potential meaning that serve as turning points, narrative opportunities, irreducible feelings and intuitions that drive the story onward. [68, p. 155, 69] We can only find "a way into the making and breaking Narrative comes apart at the extremes…it comes apart in ecstasy, in writhing pain, at death. But it has already also come apart everywhere, all the time, wherever people are breathing, or walking around, or watching TV, and not getting anywhere narratively speaking. What narrative is inadequate to is not just the shattering moment, but the moment of indifference….Pull yourself away from significance for a moment and let yourself feel the sweet, deep, allenveloping insignificance all around you. And take comfort in your own insignificance; take comfort in the triviality of your culture; take comfort in the triviality of your life-project and your failure in realizing it. [67, p. 65] Sartwell's work, like Strawson's, may not ultimately prove comforting to many in the field of the medical humanities, but the discomfort it produces I hope would be an inspiration for some.
Conclusion
As the corpus of articles on narrative in Medical Humanities Journal alone attests, the importance of narrative to the understanding and even treatment of illness should not be underestimated. Narrative, or, rather, the wealth of possible forms of storytelling and framing of experience brought together under its elusive sign, is a vehicle for foregrounding those qualities of personhood so often thought to be excluded from the narrow biomedical approach to medicine and disease [74, p. viii Strawson, who conceive of themselves as "Episodics," and of shutting down the very diversity of perspectives and forms of self-expression it has long been the task of the humanities, arts and social sciences to argue are vital in the context of medicine and healthcare.
